A n old adage tells us that history repeats itself, the first time as tragedy, the second as farce. But what about the third, fourth, or fifth time? During the past year or so, several physician organizations have been revving up a "Scope of Practice Partnership" (SOPP) to hold the line on the practice of health professionals other than physicians. The SOPP seeks to "concentrate the resources of organized medicine to oppose scope of practice expansions by allied health professionals that threaten the health and safety of the public . . . through a. . . combination of legislative, regulatory and judicial advocacy, as well as programs of information, research and education" (AMA, 2006, p. 1).
One of the SOPP's first priorities (consistent with that of the American Medical Association [AMA] , which is leading this partnership), is to "study the qualifications, education, academic requirements, licensure, certification, independent governance, ethical standards, disciplinary processes, and peer review of the limited licensure health care providers and limited independent practitioners, as identified by the SOPP" (AMA, 2005, p. 1). An adjunct priority is to refute claims that expanded scope of practice by these professionals can expand access to care, particularly in rural areas. The state medical societies and medical specialty societies that have elected to join SOPP insist that their participation is motivated solely by a concern for patient safety.
Does some of this sound familiar? It should. For nursing, the argument that permitting advanced practice registered nurses (APRNs) to practice in accordance with their education and competency presents decreased quality of care, or even a danger to patient safety, has been heard before. It has been heard in almost every state that has considered establishing or expanding the ability of nurse practitioners and other APRNs to write prescriptions or to be reimbursed by health plans. It was heard when proposals for comprehensive health care reform in the early 1990s included provisions to ease restrictions on APRN practice. It was heard when Congress considered proposals to allow nurse practitioners and clinical nurse specialists to be reimbursed directly under Medicare.
What is different today is that decades of primary and specialty health care services provided by APRNs have not resulted in disaster-far from it. And despite enactment of state and federal legislation easing restrictions on APRN practice, the sky has not fallen. Although some important legislative and regulatory obstacles remain to be cleared, significant progress has been made. For example, APRNs can now be paid directly by Medicare and many private payers. And, with the recent passage of legislation in Georgia (Miller & Jacob, 2006) , every state in the United States now provides prescriptionwriting authority to APRNs. APRNs are increasingly recognized as primary and specialty care providers.
Of course, the SOPP is not only concerned with nursing practice. Many of its members, especially among the participating medical specialty societies, are likely to be more focused on other professionsoptometrists, psychologists, physical therapists, chiropractors. In fact, it might be easy to conclude that the SOPP's concerns with expansion in scope of practice largely leave nursing out of the picture, because substantial changes in legislative and regulatory restrictions on nursing practice have already been achieved.
That conclusion would be premature. First of all, the arguments raised by the SOPP about "limited licensure" health care providers in general are exactly those that SOPP's member groups have raised before about nurses. (It is easy to view other groups as "limited licensure" providers if you define your own scope of practice as including everything, and you view other health professionals as restricted to pieces that have been carved out from that universal scope). Second, nursing groups nationally and in most states are still seeking legislative and regulatory changes. (In many states, this includes efforts to ease restrictions on certified registered nurse anesthetists, for whom Medicare's practice requirements have been devolved to the states). Third, there is no reason to assume that, in reality, the SOPP will restrict itself to expansions in scope of practice.
Evidence of this latter point can be found in reports that SOPP will address its concerns about the development and implementation of doctor of nursing practice (DNP) programs for APRNs. As many readers of this journal know, proposals to move toward a professional doctorate as the required level of education for APRN practice has generated considerable discussion within the nursing profession. What kinds of concerns would the physician groups who comprise SOPP have about the DNP? Would proposals for doctoral-level education address their stated concerns regarding patient safety?
Apparently not. Their concern is that APRNs who graduate from doctoral programs will be able to call themselves doctor. According to one of the SOPP's member groups, "great concern about whether patients will understand that a nurse practitioner does have different education, training and skills from a physician when both are called doctor" will "top the agenda of the recently formed Scope of Practice Partnership" (American Academy of Family Physicians, 2006). The Medical Society of the State of New York recently adopted a resolution titled "Need to Expose and Counter Nurse Doctoral Programs (NDP) Misrepresentations," and at the time this editorial is being written, the AMA will be considering a similar proposal (offered by the American Society of Anesthesiologists) at its 2006 annual House of Delegates meeting.
Although there may be unresolved questions about a move to the DNP, does anyone seriously see it as part of a conspiracy to mislead patients by having APRNs refer to themselves as doctor? And are physical therapists (who are moving toward a requirement for doctoral-level education), psychologists, and pharmacists in on the conspiracy, too?
For the record, I do not believe that anyone in health care should attempt to mislead patients, family members, or anyone else about their licensure and education, doctoral or otherwise, and I don't know of any APRN or other nurse who disagrees. Personally, I am more concerned about the all-toocommon and truly misleading practice of many physicians referring to their unlicensed office staff as nurses. (In fact, if the AMA and SOPP truly wish to address the issue of misleading or deceptive use of titles, can we please put this one on the table, too?)
What saddens me about the issues raised by the AMA and SOPP is not just the fact that (with a few new features) we've been down this road before, more than once. It is the fact that we now have decades of evidence and experience with APRN practice in a variety of settings, from small rural clinics to large medical centers. Aspects of APRN practice and roles that may at one time have seemed bold, radical, or even provocative are now routine and familiar to health care institutions, payers, patients-and to physicians and their organizations. There truly are more productive ways than this for AMA and other SOPP members-and for nurses and their organizations, who are obligated to respond to them-to be devoting their time and resources.
As nursing organizations again seek to clarify that APRNs are practicing within their own scope of practice as advanced practitioners of nursingrather than as limited practitioners of medicinewe should expect nursing regulatory boards to understand the distinction. Unfortunately, it appears this distinction needs to be clarified as part of the discussions between nursing organizations and the National Council of State Boards of Nursing (NCSBN). As Karen Ballard points out in her commentary in this month's issue, NCSBN's draft "Vision Paper" on advanced practice nursing describes it as something that "extends beyond the RN scope of practice and into the medical scope of practice" (NCSBN, 2006, p. 6) . Apparently based on this approach, NCSBN views clinical nurse specialists as falling outside of advanced nursing practicebecause their role does not extend beyond nursing into the medical scope of practice.
The Vision Paper is a draft. When NCSBN first circulated the paper, they invited comments-and they received a large number of responses, many of them sharply critical. I am sure that many of NCSBN's leaders, and certainly many of its member boards, do not share some of the perspectives and proposals offered in the Vision Paper. The confusing view of advanced practice nursing set out in the Vision Paper-a view that defines advanced practice based on extending beyond nursing and into medicine-is archaic at best. It runs directly counter to long-established views of professional nursing organizations-and, perhaps more to the point, it falls well outside the scopes and standards of practice established by those organizations. Moreover, it actually serves to undercut the authority of boards of nursing to regulate nursing practice-which in turn threatens to weaken the boards' ability to protect the public. As discussion between nursing organizations and NCSBN on regulation of advanced nursing practice continues, the apparent view set forth in the draft Vision Paper that the sine qua non of such practice is extending beyond nursing and into medical practice is one that the NCSBN will hopefully soon retire or correct. DAVID M. KEEPNEWS, PhD, JD, RN, FAAN
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